Matthew E. Leach, MD; Joel H. Blumin, MD; Chun He, MD, PhD; Jonathan M. Bock, MD A 48-year-old woman, a research nurse, presented with a history of several years of slowly worsening hoarseness, vocal fatigue, loss of singing voice, and episodic voice loss. Her medical history was significant for rosacea, seborrheic dermatitis, seronegative rheumatoid arthritis for which she took naproxen, and a remote 25-pack-year history of tobacco use. She had no history or classic symptoms associated with gastroesophageal reflux disease, but she did report some intermittent globus sensation and excessive throat clearing.
Voice evaluation revealed a moderate degree of dysphonia and a significant component of vocal roughness. Neck palpation did not detect any significant anterior muscle tension or thyrohyoid space tenderness, and no masses were noted.
Videostroboscopy demonstrated normal vocal fold movement without evidence of paresis or paralysis. Lesions and surrounding edema were noted bilaterally in the membranous vocal folds. The right vocal fold appeared to contain an intracordal cystic mass; a darkred discoloration was seen within the mass, but it did not extend into the rest of the vocal fold. The left vocal fold contained a broad-based polypoid lesion that extended from the anterior free edge and covered the anterior half of the vocal fold. Both vocal folds featured a large mucosal wave that was consistent with the observed background edema, although the mucosal wave of the right vocal fold was less than that of the left vocal fold at the site of the intracordal lesion.
Prominent varicosities were noted on both vocal folds. Glottic closure was incomplete (an hourglass configuration), and gaps were present anterior and posterior to the vocal fold lesions. The patient was B Figure 1 . Intraoperative photo shows the intracordal red-discolored fullness of the right vocal fold and the polypoid lesion emanating from the free edge of the left vocal fold with prominent bilateral vascularity.
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For a turnkey solution including on-site CT accreditation support and a fast return on investment, consider the CS 9300. Featuring a range of fields of view and resolutions, the unit is ideal for visualizing even small temporal bone structures -and all with up to 94% less radiation than conventional CT exams.* You're in good hands with Carestream, a medical imaging leader for over a century. treated medically with a twice-daily proton-pump inhibitor and prescribed aggressive speech therapy and close clinical follow-up. The patient noted some initial vocal improvement after following the recommendations of a speech-language pathologist. However, at her 3-month follow-up, she described a new worsening of her voice that occurred after a particularly vigorous period of workrelated voice use. Videostroboscopy revealed an increase in her bilateral vocal fold edema and erythema along with evidence of a recent hemorrhage into the intracordal cystic mass that was suggested by a prominent bright-red discoloration. The patient was placed on strict voice rest and a prednisone taper.
Repeat videostroboscopy over the following weeks demonstrated some improvement in the patient's background vocal fold edema, but no changes in the appearance of either vocal fold lesion. Therefore, she underwent direct microlaryngoscopy with a microflap excision of both vocal fold lesions. Dissection of the left vocal fold lesion revealed that it was a broad-based polypoid mass that was easily dissected from the vocal ligament ( figure 1) . On pathologic examination, this specimen was consistent with a vocal fold polyp.
Dissection of the right vocal fold lesion revealed that it was a well-encapsulated cystic mass with a dark-red discoloration that was separate from the vocal ligament; it was removable en bloc. Pathologic evaluation of this specimen identified it as a 3-mm, reactive, intracordal fibrovascular lesion with a well-organized fibrous outer shell (figure 2, A). Endothelial staining with CD31 confirmed the presence of numerous blood vessels within the lesion ( figure 2, B) , and trichrome staining further defined the fibrovascular core of the mass (figure 2, C) .
The patient's postoperative physical examination with videostroboscopy revealed excellent healing of both vocal folds and the return of symmetrical mucosal wave propagation to both vocal folds. The patient's vocal roughness quickly resolved, and she enjoyed the return of her singing voice.
Fibrous or reactive hemorrhagic polyps often develop in response to phonotrauma at the junction of the anterior one-third and posterior two-thirds of the vocal fold. 1 These lesions generally emanate from the free edge of the vocal fold, and they can lead to significant dysphonia and episodes of repeated vocal fold hemorrhage. This likely occurs as a result of the presence of a dense network of feeding vessels often found within these lesions. 2 Few reports have described the intracordal development of a reactive vascular lesion. 3 In our case, the initial appearance of the lesion on videostroboscopy suggested an intracordal cyst, but definitive resection via a microflap excision showed evidence consistent with a reactive fibrovascular lesion.
Patients with reactive polyps, either fibrous or hemorrhagic, can often be managed with voice therapy alone. 4 Patients who do not respond to conservative measures and require surgical removal of their vocal fold lesions can achieve an excellent voice outcome with careful surgical technique. 5 Figure 2 . Photos document the pathologic appearances of the reactive intracordal fibrovascular lesion of the right vocal fold. A: H&E stain shows the fibrous stroma and prominent vascularity. B: CD31 stain for endothelium defines the vascular structures within the lesion. C: Trichrome stain demonstrates the lesion's fibrous core and outer shell.
